Introduction
The role of necropsy in today's medicine is being recurrently discussed in view of the sharp decline in its prevalence in most countries'6 and evidence showing persistently unsatisfactory "agreement" percentages (derived in various arithmetical ways) between clinical diagnosis or diagnosis on the death certificate and postmortem diagnosis, often ranging from as low as 30% to 80% and rarely reaching 90%.7-1" However, the requirements that the postmortem procedures should themselves satisfy in order to constitute a valid monitoring instrument have received little attention. This paper recalls, at an elementary level, some of these requirements, as they pertain to the design, analysis, and interpretation of comparisons between clinical and postmortem diagnoses.
Comparing clinical and postmortem diagnoses: sensitivity and specificity
The objective of surveys (occasional, periodical, or permanent) comparing clinical and postmortem diagnoses should be to measure the two fundamental properties of sensitivity and specificity of the clinical diagnosis process with necropsy ("true" diagnosis) taken as the standard (table I ). The table also shows two other indexes, the overall "agreement rate" and the "confirmation rate" of the clinical diagnosis, once that has been examined by a necropsy. Both these indexes have the drawback of mixing together sensitivity and specificity: it is unfortunate that their widespread use in reporting results may obscure and make it impossible to judge what is going on at the level of the performance of the diagnostic process, which is the objective of the comparison between postmortem and clinical diagnoses. Table II , for instance, displays a comparison between the hospitals of city A and city B (this could equally apply to the comparison between two different years at the same hospitals). In terms ofboth agreement rate and confirmation rate the hospitals in city B seem only slightly better than those in city A. However, in terms of sensitivity and specificity the picture is much more illuminating as in the hospitals in city B the sensitivity is as high as 100% (not a single case of myocardial infarction being missed) whereas in the other hospitals it is only 80% (as many as 20 cases out of 100 are being missed), the specificity being 95% in both cities. Sensitivity and specificity and selection of deaths for necropsy In the previous examples it was assumed for simplicity that all deaths in a geographical area came to necropsy (and also that there were no differences in sensitivity and specificity by age and sex) whereas in actual practice only a proportion, often a small proportion, of deaths are so investigated. Some suggestions From these elementary arguments one may attempt some suggestions. Sensitivity and specificity of clinical diagnosis, rather than agreement or confirmation rates, ought to be measured validly for necropsy to have an effective role in the systematic monitoring of quality of clinical diagnosis (in addition to its continuing role in research and teaching and as a final diagnostic tool in individual diagnostically or therapeutically problematic cases). This involves in turn three conditions. Firstly, the likely size of the errors in the postmortem diagnosis itself must be estimated; of course, as there is no further standard than necropsy itself the ultimate "truth" is destined to remain unknown. It is possible, however, to obtain empirical estimates of the degree of reproducibility of postmortem diagnosis under different circumstances (which also pro,vide an estimate of the maximum degree of correlation of the postmortem diagnosis with the unknown "true" diagnosis). For example, this could be done by having one pathologist performing the necropsy and two observing pathologists independently noting the findings and coming up with their own diagnoses, or by having two pathologists independently interpreting the written record provided by a third, or by assigning at random to two pathologists consecutive cases with a given clinical diagnosis. Secondly, the conditions under which the necropsy is performed must be clearly specified for the whole period of the survey, which may stretch over many years, with respect to procedure, degree of completeness (extent of organ sampling and macroscopic and microscopic examination), pathologist(s), and any clinical information available to the pathologist when formulating the postmortem diagnosis. Thirdly, an appropriate sampling procedure should be adopted for deaths submitted to necropsy. This is a sine qua non to make the results interpretable. As subjects move from a healthy to a diseased state, outside hospital and in hospital, and to death and to necropsy non-random selections take place-for instance, in who is admitted to hospital compared with who is not and in which out of all hospital deaths is a necropsy performed. To minimise the distorting effect that such non-random selections have on the estimates ofsensitivity and specificity the best sampling plan in a given geographical area consists of taking for necropsy all deaths or randomly sampling a proportion of them. This basic design can be usefully and flexibly modified in various ways, particularly in the sense of classification according to criteria such as sex, age, and inpatient or outpatient and sampling at random, possibly with different sampling fractions, within the classes. Also, a record needs to be kept of the individual characteristics (demographic and clinical) of those subjects included in the sample for whom a necropsy was not performed notwithstanding all efforts by the pathologists, and reasons (for example, refusal by relatives). This sampling scheme may prove less complicated and more feasible than it seems at first, as suggested by the experience in, for example Swedish health care system Swedish hospitals and district medical offices are mostly owned by county councils, communities with an average of 300 000 inhabitants and their own elected local parliament, which have the right to tax inhabitants about 20%-25% of their income, about three quarters ofwhich is spent on health. Government owned compulsory health insurance contributes a fixed, age adjusted sum per inhabitant to the councils but no fees for service.
Private medical offices receive fees for service, which, however, are deducted from the sum given to the county councils. Private offices can be established only with the councils' permission, which is given restrictively, particularly in big cities. The largest private sector is company owned or union owned industrial medicine costing about a tenth of the total expenditure on health care.
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